cough, a good deal of sputum, and vomiting. X-rays showed opacity at base of left lung. Exploratory puncture made; no fluid found. July 1935: Bronchoscopy performed; pus seen coming from left low,ver lobe bronchus. At this time lipiodol bronchogram showed no bronchiectasis. Another skiagram, on 30.7.35, showed left chest to be completely opaque. August 1935: Swselling appeared in post-axillary line below angle of scapula and was incised. Thick pus obtained, containing pneumococci. February 1936: Readmitted to hospital with vomiting, cough, and thick, viscid sputum. X-rays showzed heart (Iraw-%N to left and diaphragnm elevated on left side. On 29.5.36 patient transferred to Brompton Hospital. 16.6.36 Skiagram with lipiodol showed bronchiectasis of left lower lobe. At this time the sputum was not more than half an ounce. Occasional hetmoptysis. Consi(lerable clubbing of fingers. No vomiting.
Operation (26.6.36). Left lowN-er lobe lobectomy. There were very firm adhesions. Owing to the difficulty of separating the lowter lobe, no attemiipt was made to remove the lingula. The lobectomvy was performe(d in one stage, with application of a tourniquiet to the pedicle. It was found that a hernia containiing omeituni and a large portion of the stomach wsas present through an openinig in the diaphragm, situated anteriorly in the muscular portion of the diaphragm to the outer side of the central tendon. The stomach and omentum wNere covered w%ith thin, fibrous tissue forming a sac, though it w-as not certain this -as a true peritoneal sac. This covering Nas removed, and the stomach and omentum reduced into the abdomen.
The orifice was closed by a series of interrupted catgut sutures, which were further reinforced bya series of mattress sutures. Half an inch of the left phrenic nerve was removed in order to relax the diaphragm. At the end of the operation a bronchoscope was passe(l, pus wNas aspirated from the trachea and a bloed transfusion was given.
The patient made a good recovery and was discharged, 5.12.36, with no cough or sputum.
Since then he has put on weight and growin. He occasionally has a slight cough.
A skiagraimi with lipiodol taken on 3.11.36 shoNed the persistence of bronchiectasis in the lingula. Another skiagram taken on 23.9.38 showxed that the abdominal contents remiiained below the high diaphragmn.
Obstructed 16.3.36: Laparotomy. Left paramedian incision. Stomach distended, condition relieved by stomach tube. A large part of the small intestine was found behind the stomach and appeared to'be obstructed by the constriction formed by the colon entering the opening in the left dome of the diaphragm.
Post-operative: Pneumothorax left, complete. Mediastinum shifted 3 in. to right of sternum. 20.3.36: 300 c.c. of air removed from left thorax by needle in 2nd interspace posteriorly. 16.4 .36, Second operation: Thoracotomy; intercostal incision, 8th space. Hemithorax opened. Opening in diaphragm seen just internal and anterior to the midpoint of dome. No hernial sac. The large intestine was firmly adherent to the upper surface of the diaphragm and to an exostosis which was found projecting from the inner surface of the 8th rib close to its costochondral junction. Adhesions were divided, the opening in the diaphragm defined 2 in. in diameter. After separation from the upper surface of the diaphragm the gut was easily pushed down into the abdomen. The opening in the diaphragm was closed with mattress catgut sutures. The wound was closed and air was removed from the pleural cavity by means of an artificial pneumothorax needle until a negative pressure was obtained. A blood transfusion of 200 c.c. was given.
Subsequently blood and air were aspirated on several occasions from the left hemithorax.
23.5.36: Extreme flattening and absence of respiratory excursion of left chest. Scoliosis and cavity to the left. Breathing exercises started.
19.6.36: Discharged well.
The child has been kept'under continuousTobservation. He had an attack of catarrhal jaundice in March 1937, but there has been no return of the symptoms of diaphragmatic hernia. He has diaphyseal aclasia with multiple exostoses on many of the bones.
